A 35-year-old man with human immunodeficiency virus (HIV) infection, known for the last 5 years, was admitted to the hospital because of multiple bilateral pulmonary nodules seen on chest radiograph. He presented with increase in weakness, fatigue, low-grade fever, chills, night sweats, and loss of apetite. Although he had chronic diarrhea, he denied any dysphagia, abdominal pain, nausea, vomiting, headache, or confusion. An episode of Pneumocystis carinii pneumonia occurred 15 months earlier. At another institution, he was told of multiple spots on his lungs, and he had undergone fiberoptic bronchoscopy about 6 months earlier with no diagnosis. He also had multiple skin lesions for several months. He was seen in the Infectious Disease Clinic approximately 1 week before hospital admission. He had an unremarkable physical examination except for multiple skin lesions which looked like chronic folliculitis, CD4 count <10 cells/mm3, and an abnormal chest radiograph. His medications included dapsone for Pneumocystis prophylaxis, zidovudine (AZT), fluconazole, and loperamide. He denied smoking and use of alcohol or intravenous drugs.
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On admission, he had a temperature of 38.2°C, which increased to 39.4°C over the next 24 h, pulse of 90/min, respiratory rate of 24 to 26/min, and blood pressure of 115/68 mm Hg. The patient appeared ill, and was in mild distress. The heart sounds were normal with no murmur. The lungs were clear to auscultation. The skin examination showed multiple papular ulcerated lesions with necrotic centers mainly on his extremities. The remainder of the physical examination was unremarkable.
Admission laboratory data revealed a hemoglobin value of 10.7 g/dL, white blood cell count of 1,330/ mm3, and platelet count of 203,000/mm3. The Hg; and 96% oxygen saturation. A chest radiograph showed multiple bilateral pulmonary nodules (Fig 1) , which had increased in size when compared with previous chest radiograph done 1 infection (31 AIDS) who underwent fine-needle aspiration biopsy (27 CT-guided, 5 fluoroscopy-guided) for focal parenchymal or mediastinal abnormality. The biopsy helped to obtain a specific diagnosis in 27 patients (84%). Sputum samples were obtained in 24 patients and were negative in 21 patients. Transthoracic needle biopsy resulted in a specific diagnosis in 18 of these 21 patients. Bronchoscopy with bronchoalveolear lavage was done in 12 patients and did not result in specific diagnosis in 7 patients (1 patient later grew mycobacteria). Transthoracic needle biopsy obtained specific diagnosis in all these patients. Seven patients out of 32 had small pneumothoraces, and only 1 needed chest tube drainage. One patient had large intrapleural hemorrhage requiring blood transfusion. In fact, Gruden et al'0 are doing transthoracic needle biopsy as an initial diagnostic procedure in place of fiberoptic bronchoscopy in many patients with focal pulmonary disease.
